Introduction
Cysts of the mesentery are among surgical rarities. The clinical presentation is not characteristic and in addition, the preoperative imaging although suggestive is not diagnostic. In most cases, the diagnosis is confirmed after surgical exploration and removal of the cyst. Few cases of huge chylolymphatic mesenteric cyst presenting in the sixth decade of life has been reported in the literature review. In this case we describe a huge chylolymphatic cyst and its successful enucleation. amylase and lipase were in the normal range. Ultrasound revealed a hypoechoic lesion measuring 14cmx10cmx10 cm anterior to the left kidney. CT scan ( Fig. 1 ) revealed cyst with fluid density. . . With a provisional diagnosis of a mesenteric cyst, surgical exploration was done which revealed a huge cyst 80 cm distal to the dudenojejunal flexure abutting the jejunal mesentery (Fig. 2 ). The cyst contained milky white fluid consistent with chylolymphatic cyst. The cyst was successfully enucleated in toto ( Fig. 3) The diagnosis was confirmed on histopathology which revealed a cyst wall lined with endothelium having lymphoid aggregates and foam cells ( Fig. 4 ). After three years of follow up, the patient is doing well and is symptom free without any recurrence.
Presentation of case

Discussion
Mesenteric cysts were first described in the 16th century. 1 They are one of the rarest abdominal tumors and the incidence varies from 1 per 100,000 to 250,000 admissions. 2 Among these uncommon cystic lesions of the mesentery, chylolymphatic cysts are extremely rare. 3 These cysts arise in the sequestrated lymphatic channels or ectopic lymphatic tissue in the small bowel mesentery and enlarge by accumulating both lymph and chyle. The accumulation of lymph and chyle is thought to result from an imbalance between the inflow and outflow of fluid across these channels. 4 The cysts may be asymptomatic or may manifest with abdominal pain, distension lump or intestinal obstruction. 5 Our patient was symptomatic with mild and long standing abdominal pain. The definitive diagnosis of these lesions is difficult prior to surgical exploration as there are no pathognomonic symptoms or characteristic imaging findings. Abdominal radiographs are usually non-contributory; however, it may reveal dilated bowel loops with air fluid in the very rare patients with intestinal obstruction which may result from compression of the adjacent bowel or by mesenteric volvulus. As in this case many chylolymphatic cysts can be enucleated in toto. When after aspiration of about half the contents of the cyst, the major portion of the cyst has been dissected free, but one portion abutting on the intestine or a major blood vessel seems too dangerous to remove, this portion can be left attached and its lining destroyed by careful diathermy.
Conclusion
Cysts of the mesentery are among surgical rarities. The clinical presentation is not characteristic and in addition the preoperative imaging although suggestive is not diagnostic.In most of the cases the diagnosis is confirmed after surgical exploration and removal of the cyst. We would like to emphasize the importance of successful enucleation of the cyst irrespective of its size due to its independent blood supply as opposed to enterogenous cyst which requires bowel resection and anastomosis. Even if the major portion of the cyst has been dissected free and one portion abutting on the intestine or a major blood vessel seems too dangerous to remove, can be left attached and its lining mesentery destroyed by careful diathermy.
